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ABSTRACT

A DESCRIPTION OF SCHEDULING METHODS AND CASELOADS
IN THE UTAH PUBLIC SCHOOLS
by
Jocelyn A. Taylor
Utah State University, 1972
Major Professor: Dr. Jay R. Jensen
Department: Communicative Disorders

The purpose of this paper is to investigate the following:
1.

What methods of scheduling, namely intermittent or block, are

used most by clinicians working in Utah public schools.
2.

What is the average size and composition of caseloads of Utah

public school clinicians.

Conclusions are drawn as to the implications

of the data collected and based on these conclusions, recommendations
are made.

(69 pages)

INTRODUCTION

Speech and language are among the most complicated functions of the
human organism.

A child uses his gift of communication during most of

his daily activities.

This process of communication begins at infancy

with the birth cry and develops as the baby develops and matures.

Speech

and language is among the last of the motor skills to be refined .
A disorder in this communication process can have an adverse effect

on many of the child's activities.

This, in turn, could have an effect

upon the personal, social, and intellectual development of this child.
The public schools provide an excellent opportunity for the speech
clinician to diagnose and work with communication disorders of children.
First~

school-age children have not had sufficient time to practice and

stabilize their erros.

To identify these errors and work with these

children would be to their advantage or benefit.

Second, since some dis-

orders affect educational achievements, correction at a young age could

have a beneficial effect upon the future of the child.

Third, the school

is a gathering place for children and it is thus feasible economically
and timewise to adminis ter therapy in this environment.

Finally, the

general atmosphere in the schools is that of learning and the child
realizes that this is what should be taking place.

The child seems to be

much more responsive to therapy during school hours than he would be
after school or on Saturdays.

Although the major interes t in the profession of Speech Pathology
has developed rapidly in the past fifty years, this does not mean that
man has never been interested in speech problems and voice.

man has been able to use speech and language
he has had speech problems.
cure speech problems.

Ever since

to communicate, undoubtedly

Therefore, people were aware of and tried to

For example, Simon (1954) reported that Nero had

a speech problem and attempted to treat it.
Then little by little he began to study and practice
himself, and conscientiously undertook all the usual exercises
for s trengthening and developing the voice. He would lie on
his back with a slab of lead on his chest, use enemas and
emetics to keep down his weight, and refrain from eating apples
and every other food considered deleterious to the vocal cords.
Ultima t e ly, though his voice was still feeble and husky, he
was p leased enough with his progress to nurse theatrical
ambi t ions. p. 34.
Though the early attempts to remediate speech problems were
sometimes biza rre, it must be realized that these experiments were the

beginni ng of a foundation upon which modern speech pathology was to
grow and develop.
that Nero did.

In our modern world today, no one would do those things

However, had no one ever done those things, we would

have no way of knowing that those cures and remedies did not work.
The recognition of the necessity of speech therapy i n our public
schools marks the first steps of integration of this profession into our
society.

Gifford (1949) re ports that this movement began in the early

1900's.

It ~<as also reported by Gifford that Chicago first instituted

services fo r speech handicapped children in 1910, and Wisconsin was the
first state to enact enabling legislation for this purpose in 1913.
Educators and other interested persons, as well as agencies, began t o

promote state legislation placing speech correction in the public schools
(Ventry, 1965).

Within the next 27 years, eight additional states wrote

laws pertaining to speech therapy in the public schools in their statue
books (Asha, 1952).

In 1925, the American Speech and Hearing Association,

(ASHA) , held its first meetings (Black, 1966).

World War II created a

new flood of interest in speech correction because of the numerous speech
and hearing handicapped persons discovered during military physical
examinations (Black, 1966).

By 1953, 30 states had established certifica-

tion requirements for public school speech clinicians (Haines, 1965).
The new profession then had to identify and meet the problems
inherent in developing programs that would effectively meet the needs of
the public sch ool population.
problems:
b.

a.

In 1948, Ohio had identified two major

Finding qualified speech and hearing therapists, and

Educa ting communities to the needs of children with speech and hear-

ing defects (Irwin, 1972).

Their solution to the problems was to develop

curriculum and clinical facilities in the colleges and to train classroom

teachers in speech therapy techniques (Irwin, 1952).

The foundations

upon which our profession was to rest were being built.
Once the need for therapy was recognized by communities, speech
service programs were developed and grew rapidly.

For example, in Oakland

County, California, Freeman (1961) reported that during a six-year period,
78 different programs were developed as compared to 15 in all their
previous history.

This type of growth occurred in areas where the counties

helped by providing funds in addition to those provided by the state.
Of these early years of speech therapy development, it is interesting
to read the materials that were available to instruct the public school
clinicians.

For example, in 1948, Alfredo Dub made a list for the

clinician to follow for maximum cooperation from the public school
teachers and personnel.

He said:

To meet speech correction schedules at all times, do
not presume to be the "be-all and end-all." ... Do not
talk down to other teachers, don't worry about the attitudes
towards Speech Pathology. Teachers were not errand boys to
the parents and frequent conferences with the teachers would
help them to realize what you were doing. Do not disdain
the advice of the public school teacher concerning the children
you work with and do not get upset if the harried teacher forgets to send a child to the clinician (Dub, 1948), p. 149.

Houchin (1949) organized a list that the public school therapist
should have before he begins his work:
1.

Forms for case history records, speech examinations,
voice and articulation record blanks, case summary
outlines, speech correction case file cards.

2.

Requisition list of supplies needed to begin speech
correction work (not including books).

3.

List of equipment needed, including: books, reprints,
file cabinets, small chairs, mirror, blackboard,
audiometer, and access to a voice recording device.

4.

Personal lesson plans, pictures, ideas, story books, etc.

5.

Sample letter to parents (to be modified to suit the
situation) .

6.

Professional library of periodicals, including:
Journal of Speech and Hearing Disorders, Quarterly
Journal of Speech, and Journal of Exceptional Children, p. 82.

These two examples are typical of the early types of guidelines
used by educators.

The instructions were sketchy and broad and, many

times, irrelevant.

They very rarely gave ideas for actual therapeutic

procedures, and the clinicians had to pioneer their way, step by step,
by trail and error, in developing effective programs.

It is likely that

in the next 50 years speech pathologists will comparatively look back
to our methods of today and note great advancements.

Education is a

dynamic process and educators are constantly adding to the store of
knowle dge by research and investigation.

This thesis is hopefully one

of those small steps in the direction of creating more effective public
school programs.

Statemen t of the problem
Speech Pathology is thus a relatively new profession with services
that could be beneficial or not depending upon the speech clinician.
Because it is a new profession, therapists have had to develop their
own programs and pioneer their way into therapy with few guidelines to
follow.

Speech clinicians who work in the public schools are especially

handicapped because of the lack of research done in that area.

Therefore,

it is essential to compare methods of delivery of speech therapy used in
different geographic areas to help establish guidelines for present and
future clinicians so as to improve the quality of service provided by
them to America's school children.
Purpose and objectives of the study
This st udy includes two main objectives:

First, it is designed to

find out which sys tems of delivery, intermittent or block, are used more
often in the public school districts in the State of Utah.

Second, it is

designed to find out the percentages of speech problems that make up the
caseloads of the public school clini cians in Utah and the average size
of curren t caseloads and year-long caseloads of Utah clinicians.
Definition of terms
1.

Block system :

intensive ther apy scheduling or related systems

which divide the schoo l year into shorter, more intensive time periods

6

for delivery of speech therapy services.

A more complete definition

will be found in the Review of Literature.
2.

Intermittent system:

therapy scheduled once or twice a week

throughout the entire school year or until therapy is no longer required.
A more complete definition will be found in the Review of Literature.
3.

Caseload:

a.

Current caseload--the number of children who are

receiving therapy at that particular time.

This does not include children

that have been previously seen and whose therapy has been terminated.
b.

Year-long caseload--the number of children who receive service during

the year other than those seen for screening.
4.

Speech clinician:

The term clinician will be used to refer to

the man or woman offering speech therapy in the public schools.

REVIEW OF LITERATURE

Back g r ound i nformation is ess ential for the reader to be able to
best app r eci ate the implications and conclusions presented in this study.
Therefore, thi s section of the paper wi ll be devoted to acquainting the
reader wi t h previous literature wri tten about the subjects of scheduling
methods of s pe e ch therapy and cas e l o ad compositi on and size.

Scheduling
As a s pee ch c linician or gan i z e s her therapy program, she must solve

many conflic t s an d problems that a ri s e.

One problem, the solution of

which see ms easie r than it really i s, is sche duling.

The clinician

must arrange a t i me to meet with the ch i ld when it is most advantageous
and conveni en t for all those concerned.

In other words, the clinician

must mus t se rve as a team memb e r i n preparing her schedules because so

many of t he school personnel a re involved ( Eisenson, 1971).
The r e are dif ferent variable s that make the preparation of a schedule
a difficult t as k.

For example, many times the initial schedule is changed

over and ove r again before it i s workable.

In other instances, the

clinician places students homogeneously in terms of age or speech defect;
in some cas e s s he works with certain cases in the morning, or schedules

children out o f several different classes for language groups.

In addition,

the cli nician mus t work around the schedules of the teachers involved and
other specia li s t s who may ha ve i nterests in the child (Eisenson, 1971).
The clinici an' s s ch edule must be flexible enough to change if these
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variables make it necessary.

By offering two workable plans for delivery of services to the child
to teachers and principals, the clinician can obtain the cooperation of
teachers and principals a little easier and can reduce some of the above
variables at the start.

Undoubtedly, after the clinician has her schedule

worked out and the approval and cooperation of the teachers, there will
still be some conflicts that arise which will necessitate changes in the
schedule (Black, 1964).

The clinician must expect and anticipate these

changes to occur during the entire school year.
One of the things the clinician must consider as the schedule is
prepared relates to determining which individuals should be placed in
groups and which students should be worked with individually.
It has been estimated that nine-tenths of the children who are
seen by speech therapists receive therapy in groups (Eisenson, 1971;
Van Hattum et al., 1961).
seem to be:

Some advantages of having children in groups

First, more children can receive therapy than if the clinician

met the children one at a time.

Second, the clinician can use the competi-

tiveness of children to motivate them to work.

Third, a shy child may not

be as reluctant to leave the classroom to go to "speech" if other children
also go to "speech".

Fourth, the clinician can have the children remind

each other to say their sounds correctly when they are in the classroom
or on the playground.
There do seem to be disadvantages found in the scheduling of children
in groups:

First, the clinician must watch the children carefully to

determine that each child is participating.

It is not difficult for a

shy child to be quiet and let a more aggressive child shout out the

answers.

Second, the clinician must have complete control over the

session so the children cannot use the time as a free play period.
Third, there is a reduced amount of responsive time available to each
child in the group since therapy time must be divided between all of the
children in the group.
Some advantageous to scheduling therapy individually seem to be:
First, each child receives intensive therapy during his session and the
clinician is fully aware of the progress he is making.
by on the coat tails of a more aggressive child.

He cannot slide

Second, some clinicians

feel that individual therapy is more effective in terms of correcting
the problem.

For example, Eisenson (1971) reported that i n 1962,

Sommers found that 30 minutes of individual therapy for ar ticulatory
problems was generally as effective as 50 minutes of group therapy.
Somers later found, however, that in the correction of articulatory defects,

group therapy was as effective as individual therapy, regardless of the
severity of the disorder or of the grade levels (Eisenson, 1971).

In

view of this equivocation in Sommers ' findings, it must be realized that
some children are able to work better and progress more rapidly in groups
than are other child ren.

Therefore, it cannot be said that individual

therapy is better than group therapy nor is the reverse true; both have
certain advantages over the other.

The clinician must use professional judgment as to which children
would benefit more in group therapy and which children would benefit more
in individual therapy.

The judgments, however, are influenced by several

persons with whom the clinician must cooperate--the most important being
the classroom teacher (Van Hattum et al., 1961).

Since classroom teachers
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usually prefer to have all the speech pupils taken at the same time,
group scheduling would be feasible from this standpoint.

If, however,

the children have different problems and would not function together in
a group, individual scheduling would be necessary and must be worked out
with the teacher (Black, 1964).
Another consideration that confronts the clinician in planning the
therapy schedule is the demands of the program's organization.

It must

be considered how many schools should be seen during the week or should
the entire week be spent at a single school.
With these types of variables facing the clinician, two systems of
scheduling have emerged in speech therapy programs in the United States.
These are the block system, and the intermittent system--sometimes known
as the regular or itinerant system of scheduling.
Block system.

The block system is defined as intensive therapy or

some system which divides the school year into shorter, more intensive,
time periods (Van Hat tum, 1969).

Therapy is usually given on a daily

basis for several weeks, most often 5-6 weeks.

Usually, the clinician

stays at one school until most or all of the cases at that school are
terminated, and then goes to another school and conducts intensive
therapy for several weeks until all or most of those cases are terminated.
The clinician may make return visits or rechecks on the terminated
students.

They may also be placed on a home program to make certain that

those things learned will not be forgotten.
Intermittent system.

The intermittent system is defined as therapy

administered once or twice a week during the entire school year or until
therapy is no longer required for a particular child.

Generally, the child
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is seen for two 15-20 minute sessions per week.

These sessions continue

during the entire school year or until the child is terminated.

The

clinician travels to all or most of the schools in the district during
the week.
These particular programs have been tried and compared in various
s.chool districts as alternative speech therapy delivery models.

Black

(1964) reported a pilot study comparing the block sys tem and the intermittent system of scheduling speech therapy in the public schools.
In Black's study it was hypothesized that children with articulation
problems receiving speech correction under the block system would make
a significan tly greater gain in speech therapy than a contrast group of
children receiving speech correction under the intermittent system of

scheduling.

An experimental group was selected from five schools with a school
population of 1,700 children.

These five schools were served by two

clinicians who were using the block system.

A contrast group was

selected from a school population of 3,400 children who were enrolled
in the remaining schools in the district.

The contrast group was

served by four clinicians who were using the intermittent system.
The schools on the block system were each allotted three blocks of
time through the school year.

Each block extended for a five week period.

When the school was on the scheduled block, speech services were provided
four days a week during the five week block.

The clinicians working

under the intermittent system would normally see each child twice a week
until the end of the school year or until the time of dismissal from
therapy.
When the total group on the block system was contrasted with the
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total group on the intermittent system, the speech gains evidenced by
the children on the block system were consisten tly and significantly
greater than those evidenced by the children on the intermittent system.
This was felt to be of considerable importance since the average minutes
of speech therapy received for the school year was less for the children
on the block system than for the children on the intermittent sys tem.
It was reported by Black (1964) that Van Hattum studied reports and
reco rds of public school districts in Rochester, New York .

He found that

the dismissal rates under the intermittent system of scheduling were from
18 to 21 percent.

He contrasted these figures to the figures of a similar

period of time that utilized the block or intensive system of two sixweek sessions per school.

The block system showed a dismissal rate of 38

to 41 percent.
Van Hattum (1969) reported a study by Weidner that indicated that
more children re ceived help under the block system which reduced the
waiting l is t.

More children were dismissed as corrected and there was

more carryover among these children when examined again.

Weave r and Wallersheim (Black, 1964) found that speech gains
displayed by children who were working on the block system were significantly greater than those children who were on the intermit t ent system .
Because the average minutes of therapy for the school year were less
for those ch ildren on the block, this result was felt to be of considerable impor t an ce .

Van Hattum et al., (1961), reported on an investigation that was
taken by the use of questionnaires.

Opinions were asked of clinicians

and prog r am s uperviso rs on the subject of the effectiveness of the block
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system and the

intermitte~system.

Neither of the terms were defined

in the questionnaires.

The responses revealed that 81 percent of the clinicians, 70 percent
of l oca l supervisors, and 33 percent of state supervisors had never used
th e block s ystem.

Table 1, lifted from the articles (Van Hattum et al .

1961) reports the evaluation of the block system by those clinicians and
s up e rvisors who had used it.

Tab l e 1.

Evaluation of the block system

Evalua t ion

Clinicians
N=705

Local

State

Supervisors

Supervisors

N=lOl

N=40

Block is fa r sup e rior

8

Block is a little better

0
6

Abou t t he same
Reg ula r i s a little better

8

Re gul a r is fa r superior
Have

not used or no response

10

88

5

12

75

62

A f o llow-up study was conducted because there appeared to be some
con f us i on a mon g the respondents in answering questions about the block
sys t em .

On the s econd study, when clinicians were asked to explain how

th e block sy stem operates, 65 out of 75 respondents described 26 different
va r ia ti ons of the block system.

Most of the clinicians described the

b l ock sys tem as a concentrated or intensive program varying in length from
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two weeks to a full semester.

Most stated that the system involved

therapy sessions four or five times per week, but some described it as
involving a period of therapy in one group of schools with two sessions
per week fo llowed by a shift to another group of schools.

Twenty-seven

of the 75 clinicians were currently using the block model or had used it;
of these, 19 considered it (with all its variations) to be superior to
the intermitten t system (Van Hattum et al. 1961).
Van Ha ttum (1969) rep orted that the clinicians in his study preferred the block system. One basic reason was that there were administrative advan tages.

These advantages were:

1.

Children and teachers found it easier to remember when
therapy was scheduled.

2.

The room was in daily use during that period.

3.

Clinicians became better acquainted with school staffs.

4.

The clinicians found it easier to plan and execute a program
of therapy when children were seen daily. p. 163.

Black (1964) reported that principals preferred the block system and
commen ted on the ease of scheduling, working relationships between speech
clinician and t he schoo l faculty, and improved motivation.

The teachers

preferred the block system because of the same reasons, but some were con-

cerned about the disruption of classes which they felt was more noticeable
in a block sys tem.
Other advantages of the block system seem to be:

First, the

clinician does not need to transport heavy and bulky equipment from one
school to another during the day or even the week.

Second, the clinician

does not waste precious therapy time traveling from one school to another
during the day.

This is especially helpful if there is a considerable
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amount of traffic or distance between schools .

Third, there are many

types of speech disorders that respond to therapy better if the therapy
is intensive.

In an articulation case, for example, the child does not

have so much time in between his sessions that he forgets the sounds he
has learne d.

The clinician can begin the next day where she left off

without having to reteach and review.

Case load
The organization of a caseload has been of much concern to clinicians.
Considerations must be made as to what kinds of problems the clinician
should schedule in her caseload, and how many children should be seen .
Because the clinician wants to make sure that her time is utilized in

the most efficient and useful way, she must consider the scheduling of
her caseload caref ully.
Case load composi tion.

It is es timated that there are two and one-

half million school children in the United States who have speech problems
which should be treated by specially trained personnel (Haines, 1965).
Five percen t of the school-age population have speech and hea r ing disorde rs (Executive Council of ASHA, 1962).

Within this five percent,

various a uthors have stated the relative percentages of different kinds
of speech problems.
Dunn (1963) reported Hull as saying about three and one-half percen t
of the children in public schools have speech defects that are in need
of formal therapy, and that disorders of articulation comprise 70 percent
of all diagnosed disorders.
Black (1964) reported the

di s tribution of the speech caseload in

the Illinois public schools during the 1962-63 school year.

The figures
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are listed in Table 2.

A survey reported by ASHA presented relative

percentages of the different kinds of speech problems.
reports from 1,462 clinicians (Van Hattum et al., 1961).
listed in Table 2.

The study utilized
The figures are

Massachusetts reported the incidence of speech and

rearing impaired children in their public schools in 1960 (ASHA Legislation, 1960).

Table 2.

These figures are also found in Table 2.

Percentages of speech problems

Disorder

Articulation

Massachusetts

Black

ASHA

%

%

%

81

60

82

Delayed speech

4.5

Stuttering

6.5

14

Voice problems

2.3

4

Hard-of-hearing

2.5

4

Cleft palate

1.5

Cerebral palsy

1

Aphasic

4

1
. 7a

a Bi-lingualism and mental retardation were included in this figure.

The ASHA Committee on the Mid-Century White House Conference
reported that 60 percent of the speech handicapped school age children
were cases of articulation disorders.

They reported that .7 percent of

the total school-age population were stutterers, .2 percent had voice
problems, and .5 percent had impaired hearing with a speech defect;
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.6 percent had other defects of speech and/or hearing (ASHA, 1952).
Caseload conside rations.

Once the children with speech and hearing

disorders in the schools are identified, the caseload may be selected.
Several authors have made up lists of factors to be considered when
choosing the caseload.
Webster (1966) suggested th e following guidelines:

What is the

assessment of the speech symptoms; what are possible causes; what are

the current and po tenti a l influences of the speech problem on the child;
and what is the child 's f eelin g about it.
Perkins (1966) considers:

Th e modifiability of the problem by

speech therapy; the social and academic concomitants of the speech
problem; the child's awareness and motivation; and parent and teacher

involvement an d feasibility of scheduling.
Bloomer (1966) sugges ts the following criteria for selection :

The

age of the chi ld; the social implications of the disorder; the ease of
symptom elimina tion ; concomitant problems; the attitudes of the child,
family, peers and teachers; any familial history of speech disorders; and
the length of time the disorder has persisted without improvement.
Pronovost (1966) provides the following criteria:

What is the child's

intellect ual f unctioning; is the child able to imitate the clinician's
correct so und production; the child ' s speech sound discrimination; the
child's ability to produce rhythmic tongue movements rapidly; and the
child ' s language ou tput.
Black (1964) s uggests the following procedures:

Do not fill the

case load tvith the cas es that s eem to be the mast severe--take some cases

from every age group and from every type of defect.

The caseload must
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not have too many slow moving cases because it is essential that the
clinician show progress.

Floweret al., (1967) discusses the following as criteria for case
selection:

a.

readiness, especially in relationship to the hierarchy

of tasks involved in speech therapy, b.

breadth of disorder.

Henrikson (1968) suggests that in addition to selecting children who
are most in need of help, care should be taken to see children who will
increase the c linician's skill.

It is important that the speech clinician base the selection of
cases on logical, appropriate rationale and that this rationale be used
in defending the inclusion or omission of a child from the caseload.
When classroom teachers and administrators have participated in working
out the rationale , a parent, concerned about the omission or inclusion

of his child in therapy, is more likely to accept the decision (Eisenson,
1971).
Caseload size.

The size of the caseload is of concern to all clinicians.

Black (1964) suggests that a clinician can serve from 70 to 100 pupils at
any given time and 125 pupils can be seen during a year.

She states that

current caseloads above 100 are a waste of time and money and are "unworthy

of professional recognition."

p. 27.

A survey reported by Van Hattum (1961) provided a mean derived from
responses received from a total of 1,462 clinicians nationwide working
with a total of 186,962 children with speech and hearing problems.

A

current caseload in 1961 was approximately 130 children; the average
number of children seen at least weekly was 111; and the average number of
children <wrked with in the course of the year was 152.

Van Riper (1954) suggests that it is unwise for the clinician to
carry a caseload of more than 100 cases.

He indicated that even this

number was high--it would necessita te seeing approximately ten cases
each hour if each child was seen twice a week for a 15-minute therapy
period.
Ohio recommends that a clinician handle not over 75 children in a
caseload (Knight, et al., 1961).

The Seattle public schools recommend

a caseload of 65 (Pendergast, 1963).

Alabama set a caseload of 75 children

for their clinicians (Brown, 1967) . . The Utah State Board of Education
recommends that the maximum number of students seen by clinicians should
not exceed 100 and should not fall below 65 (Special Education Report,
1966).
It has been the aim of this section to present statis ti cs and background information concerning scheduling methods and caseload composition
and size in the public schools.

By understanding past procedures, and

learning what we can about present procedures, we can plan a more

efficient pattern of service for th e future.
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METHODS OF PROCEDURE

A review of literature has provided background information and has

acquainted the reader with previous literature written about the subjects
of scheduling methods of speech therapy and caseload composition and
size.

A case study which will investigate the methods described in the

literature review will be initiated by the writer.

The methods of pro-

cedure of this study wi ll be the focus of this particular section of
this paper.
The relative youth of the Speech Pathology profession provides many
areas that are open to exploration and study.
need to be shared.

New methods and ideas

One way of accomplishing this task is by gathering

the information, tabulating it, analyzing it , making comparisons and
drawing conclusions.

The gathered information then provides new areas

for study and poses new questions that need to be answered.

With this

in mind, the writer decided to study the methods of speech therapy
delivery and caseload composition in the Utah public schools.

It is

expected that the study will provide new information and insights into
what is being done and indicate areas of weakness.
Questionnaire methodology was decided upon because the information
to be gathered needed to be uniform for the sake of comparison and
tabulation, convenient for the clinicians t o respond to, and relatively
inexpensive.

A mailing list of speech clinicians was obtained from Mrs. Mae
Taylor, Consultant in Speech Pathology, Utah State Office of Public
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Instruction .

Mrs.

Ta~lor

sent the most recent and up-to-date list, the

Special Education Directory of Speech and Hearing Clinicians in Utah
Public Schools, 1971, published by the Utah State Board of Education.
A letter of explanation, the questionnaire (see Appendix A and B
for actual copies of these forms), and a self-addressed, stamped
envelope were sent to each entry in the directory.

Because the directory

did not distinguish between audiologists and hard-of-hearing clinicians,
it was necessary that they receive a copy of the questionnaire even
though the study did not apply to them.

As a result, it was expected that

these persons would not respond and, therefore, the number of questionnaires not resp onde d to would be higher than usual.
The form of the questionnaire included two major divisions or
categories:

1.

2a.

Delivery model of speech therapy.
a.

Block system

b.

Intermittent system

c.

Other

Caseload.
a.

Number of children currently being seen for therapy

b.

Number of children seen during the school year
1971-72 for therapy

2b.

Number of speech problems being seen.
a.

Articulatory

b.

Voice

c.

Postoperative

d.

Delayed speech
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e.

Stuttering

f.

Aphasia

g.

Hard of hearing

h.

Foreign speech

i.

Cerebral palsy

j.

Other

A deadline of April 1, 1972 was set for the questionnaires to be
returned .

After the deadline had been reached, reminders on post cards

were sent to those individuals who had not yet responded and a second
deadline was set fo r April 20, 1972.
When the questionnaires were returned, the information was gathered
and tallied on th e data collection sheets (see Appendix C for copies of
these shee t s ).

The information was then analyzed and organized into

tables for ease of presentation.

The data provided information on the methods of therapy delivery
and case l oads in the Utah public sch ools, as well as provided insights
in t o othe r related areas.

It will be useful to evalua te strong and weak

points in the deliverance of therapy throughout Utah public schools.
This informa tion will be helpful to training institutions as well as
individual clinicians in planning caseloads and studying new methods of
speech therapy delivery.
The writer has collected some limited information from several
states othe r than Utah, with the intention of observing wider geographic
trends in the methods of public school clinicans.

For the sake of com-

parison only, their reported statistics will be compared with the findings
of this study for Utah.
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DESCRIPTION OF THE DELIVERY MODEL OF SPEECH THERAPY
AND CASELOADS IN THE PUBLIC SCHOOLS IN UTAH

This section is concerned with reporting and describing the
information taken from questionnaires that were sent to the Speech and
Hearing Clinicians in the Utah public schools as listed in the Special
Education Directory of Speech and Hearing Clinicians in Utah Public
Schools, 1971.

The information will follow the main divisions in the

questionnaire form, i.e.:
l.

Delivery model of speech therapy.

2.

Caseload.

3.

a.

Number of children in caseload.

b.

Types of speech problems in caseload.

Miscellaneous:

Different names and titles used by the speech

and hearing personnel.

In March, 1972, letters and questionnaires were sent out to the
speech and hearing clinicians in the Utah public schools from the Utah
State University Communicative Disorders Department as part of this study
project by the writer.

There were 171 letters and questionnaires, one

to each public school speech and hearing clinician in Utah (see Appendix
A and Appendix B for copies of the actual forms).

Twenty-two question-

naires were returned with no known forwarding address; 23 letters were

returned with a reply that they were no longer working as a clinician o r
employed by the public schools; 52 questionnaires were returned containing
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the desired information; and there was no response from 74.

Thhis high

no response rate was attributed by the researcher to the fact that many
letters were sent to hearing personnel as well as audiologists.
informat ion desired did not apply to the latter.

The

This could not be

helped, however, because the directory did not distinguish between speech
clinicians and hearing clinicians or audiologists.
In some instances, individual clinicians did not answer all of the
questions on the questionnaire.

Therefore, the number of responses

reported fo r each question will represent the answers of those i ndividuals
who did answer that particular question.

As a result, N on the tables

will not always equal 52.
The question, as it appears in the actual form of the questionnaire
will be sta ted and enclosed in quotes.

A table summarizing the clinician's

responses will fo llow each question.
Descrip t ion of delivery model
The t wo kinds of delivery methods, intermittent or block, previously
discussed in the review of literature, were offered as choices on the

questionnaire form.

The clinician was instructed to check the system

most closely related to his or her own method of delivery.

There were

spaces avai lable for the clinician to indicate whether or not individual
therapy was given or if therapy was provided in groups or if both methods
were used.

There was also a space available for the c linician to indi-

cate whether or not another method of delivery was used that had not been
described and offered as a choice.

If necessary, they were asked to

specify this additional method of delivery.
The q ues ti on read as follows:

~
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1.

"Delivery Model of Speech Therapy.
Check the one most closely related to your system.
Block System, (3-5 days a week per child. Therapy at one
school only until all cases at that school
are terminated.)
Individual therapy
Group therary (specify)
Intermittent system, (Service to all schools in your assignment at the same time.)
_____ Individual therapy
_ _ Group therapy
Other:

(specify)

(specify)"

Table 3 lists the responses recorded on th e returned questionnaires.
N exceeds 52 because one clinician reported the systems used by 8 other
clinicians in her particular district.

She indicated that she was

reporting for them and that they would not be responding on a separate
q ues tionnai re.
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Tahle 3.

Delivery model of speech therapy.

No. of Clinicians

System

Percent of total

N=60

1.

Block system
with individual therapy only

13.33
1.66

with group therapy only
with individual and group therapy
2.

11.66

Intermittent system
with individual therapy only

13

with group therapy only

10.00

with individual and group therapy
3.

21.66

Other sys terns

25

41.66

0

o.o

The data indicates that 73.33 percent of the clinicians who responded
to the questionnaire use the intermittent system of scheduling and 26.65
percen t of the clinicians use the block system of scheduling.
Irrespective of the block or intermittent schedule, clinicians mainly
worke d with individual treatment models or a combination of individual
and group.

Very few clinicians reported group therapy only.

Discussion.

The literature reviewed for this study tended to support

the b lo ck system of scheduling as being more efficient and effective than
in th e inte rmittent system.

Nevertheless, though the literature suggests

that the block system is the most efficient, the majority of the clinicians
responding to the questionnaire
of therapeutic services .

used the intermittent method for delivery
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The majority of clinicians and supervisors who were questioned about
th e e f f e ctiveness of the two systems had never used the block system.
One prob lem with the study reported by Van Hatturn (1961) was that the
sys t ems were not defined on the questionnaire and many of the responde nt s di d not know what the systems were.

On a second study, where the

res ponde nts def i ne d their interpretation of the block system, Van Hattum
(196 1) fo und th a t 70 percent of the respondents who used the block system
or some vari a t io n of it considered it to be superior to the intermittent
sys t e m.

Where s o little has been written and researched on the subject,

howeve r, one mus t be careful not to accept the conclusions of the
litera ture wi th o ut s ome reservation.

There may be many reasons why an

intermit t ent sy s t e m would function more effectively in many school
distric t s than would a block system.
I n many di s tri cts, the principals of the schools dictate the schedules
and facili t i es th a t are to be available to the clinician.

Within this

struct u re , t he c l i nician must design and schedule her caseload .

A princi-

pal may obj ec t t o a block s ys tem because, during part of the year, his
schoo l is no t re ce iving speech s ervi ces that his school was scheduled to
receive .

If any problems develop between the teacher and clinician, the principal mus t me diate between them and attempt to satisfy both parties.

Many

teachers pre f er not to have children taken out of their class every day
at the same time because the class may be disrupted, and the students miss
the part ic ula r s ubject being taught at that time.

The principal has the

responsibi l i t y of making sure that everything is running smoothly, and
coo rdi na t i n g s chedules of services given to the school child seems to
be one of hi s ma jor difficulties.
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In school districts where there is more than one clinician,
materials and programs used in therapy sessions sometimes need to be
shared.

In this event, it may be unreasonable for one clinician to use a

certain program for five solid weeks.

Therefore, block scheduling may

prevent efficient use of the existing materials.

Description of the caseload
In this study, the clinicians were asked to describe their caseloads
in two parts.

The first part was how many children were in their case-

loads currently and how many children made up their caseloads during the
entire year.

The second part related to the types of speech problems

comprising their caseloads.
The first part of the question and the responses of the clinicians
are listed below.
2a.

"Caseload (exclusive of screening)
Number of children currently being seen by you.
Estimate number of children seen by you for the therapy
during the school year 1971-72."
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Table 4.

Number of children in current and year-long caseloads.

Current Caseload
No. of children

No. of clinicians

Year-long Caseload
No. of children

N=49

N=51

7-19

8-19

20-23

21-28

30-39

39-47

40-46

10

No. of clinicians

50-59

51-59

60-69

60-65

70-75

71-78

80-88

81-83

90-99

120

100-112

126

120-150

4

The number of children reported by the clinicians to be in their
case1oads was grouped into ten intervals.

The corresponding column

indicates the number of clinicans that have that many children in their
case loads.
The median in the current caseload column is the 40-46 interval.
In terpreted, this means that the largest number of clinicians have be tween
40-46 children in their caseloads a t any given time.

The next largest

number

of clinicians have between 51-59 children in their current case-

loads.

The median in the year-long caseload column is the 70-75 interval.
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Therefore, the highest number of reporting clinicians see from 70-75
children throughout the year.
For the sake of comparison, Table 5 below summarizes from the
literature review the suggested sizes of current and year-long caseloads.

Table 5.

Suggested sizes of caseloads--current and year-long .

Current Caseload

Year-long Caseload
125

70-100

Black

152b

ASHA
Van Riper

100 (not over)

Ohio

75

Seattle

65

Alabama

75
65-100

Utah

a,b, This figure was not a r ecommendation by ASHA. It was a mean
derived from responses received from 1,462 clinicians nationwide.

Discussion.
following:

A comparison of Table 4 and Table 5 indicates the

71 percent of the clinicians who participated in this study

have less children in a current case load than any of the recommendations
reviewed in the literature suggest.

This means that these clinicians have

less than 60 pupils in their current caseloads.

Twenty - eight percent of

the participating clinicians have between 60 and 83 pupils and 4 percent
have more than 100 students in their current caseloads.
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There have been arguments as to whether or not the state, the
American Speech and Hearing Association, or the individual school districts
should place regulations on the size of the caseload.

Although Table 4

does not leave room for explanation of variables that may affect the caseload size in any one particular case, the fact that 71 percent of the
clinicians do not meet any suggested recommendations, indicates the need

for some type of investigation into the reasons why the lesser number of
children are being seen by certain clinicians.
The second part of the description of the case load asked the clinic ians to indicate the number of different types of speech problems they
were currently seeing.

Nine different major speech problems were given as choices on the
questionnaire.

Spaces were available for the clinicians to indicate

the grade and sex of the children in each area .

Room was available for

the clinicians to designate other speech problems that they were working
with which had not been listed on the questionnaire.
Question 2b. is the question listed on t he questionnaire and Table
describes the types of speech problems being seen by clinicians.

Table

describes the other types of speech problems the clinicians were working
with that were not offered as choices on the questionnaire.

32

2a.

11

Caseload (exclusive of screening)

Number of children curren tly being seen by you.
Estimate number of children seen by you for therapy
during the school year 1971-72."

Table 6.

Types of speech problems being seen.

Speech disorder

Preschool

K.-3rd 4-6
grade grade

7-12 Boys
grade

Girls Total Percent

Articulatory

38

1169

342

70

838

626

1619

54.69

0

37

29

15

52

19

81

2. 73

Voice

Postoperative

a.

Cleft palate

0

b.

Cleft Lip

0

c.

Both

1

13

12

336

39

0

17

24

38

0

0

0

Delayed speech
language
Stuttering
Aphasia

12
0

1

0

1
10

1.08
18

204

107

468

15.81

51

1.72
.06

Hard of hearing
a.

Lip reading

b.

Auditory training

0

11
4.12
39

52
14

Foreign speech
(bilingual)

4

76

Cerebral Palsy

1

12

20

47

29

112

39

29

101

3.41

18

. 60

33

Table 7.

Other types of speech problems.

Speech disorder

Preschool

Special education &

0

K.-3rd 4-6
grade grade

7-12 Boys
grade
0

Girls Total Percent

50

35

85

2.87

17

16

207

6.99

13

22

.74

40

100

3.37

TMR

Learning disabilities 0

29

Tongue thrust

0

13

5

Speech imp rove men t

0

100

0

Psychomatic hearing
loss

0

0

0

Auditory perceptual
disorders

0

27

8

Cluttering

0

0

Non-designated

Discussion.

0

60

.03

0
0
0

0

1
8

0

35

1.18

1

.03

14

A comparison of this data with figures quoted in the

review of literature shows that the percentage of articulation cases
seen by Utah clinicians is well below Black's estimate (Black, 1964),
ASHA's norm, (ASHA, 1952), and 5.5 percent below the figure quoted in
Massachusetts, (Legislation, 1960).
Questions have arisen as to whether or not clinicians should spend
time with artic ulation cases when there are more severe speech problems

that need attention.

There are also professionals who feel that articu-

lation errors are normal in children who are in the lower grades and the
errors will self-correct as the child matures.

One who agrees with these

ideas would feel that the smaller a rticulation caseload is justified .
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Delayed speech and language is generally considered to be a more
severe disorder than articulation.

The data in this study showed that

this disorder comprised 15.81 percent of the total reported caseload.
The majo rity of these children were in kindergarten to third grade.

This

figure is about 10 percent higher than the figures quoted in the review
of literature.
In the past, many clinicians have not known how to remediate or
even diagnose children with delayed speech and language.

Recently, new

language programs have been developed which incorporate effective methods
of teaching language skills.

As a result, more clinicians are experiencing

remedial success with this type of child and are adding more delayed speech
and language children to their caseloads.
Learning disabilities are more readily recognized today than in past
years.

The literature review does not mention learning disabilities;

therefore, we cannot compare the data of this study to previously established norms in this area.

However, more is being learned about the dis -

order and more clinicians are scheduling therapy with these children.
Many of the responding clinicians had one or two hard of hearing
children in their caseload.

The percentage of hard of hearing children

in their caseloads is only slightly higher than the percentages quoted
in the literature review.

There does not seem to be any specific age

group when these children are receiving therapy in the public schools.
There were considerably more clinicians providing auditory training than
lip reading.

This is probably explained by the fact that hard of hearing

children in public schools usually have some residual hearing and are
not profoundly deaf.

Auditory training helps them use their hearing
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more effec tively and speak more clearly and thereby enables them to
f un ction more normally in the classroom situation.

Children, whose native language is not English, are frequently found
in English-speaking schools.
children are substantial.

The difficulties encountered by these

A speech clinician can be of valuable aid to

these children in many areas of communication, e.g., in pronounciation

techniques, language development, phrases and sayings unique to the
English language, and socialization.

Only one source in the literature

review mentioned bilingualism and the percent quoted was a percentage of .7.
Speech improvement consisted of 3.3 percent of the total caseload
in the study.

These cases were all seen by one clinician and every one

of her cases was lis ted under this heading.

The term "speech improve-

ment" is too general a term when defining the specific speech disorder
of the chil d.

Generally, speech improvement programs involves those

children who deviate within the range of normal.

This writer questions

the effectiveness of the clinician who fills her entire caseload with
speech improvement cases

if this definition encompasses the type of

children in her caseload.
There has been a tendency in the past for clinicians not to work
with specia l education or trainable mentally retarded children in speech
therapy in the public schools.

It was considered to be a waste of time

because so little, if any, progress was made.

That no longer seems to be

the popular opinion as more and more clinicians add children who are in
special education and TMR's to their caseloads.

Although the progress

made by these children is not as rapid as progress made by other children ,
the clinician's time spent in therapy is justified .

The clinician must
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realize that no matter how little progress is made, progress in itself
is significant; the small step taken by the child is the clinici an's
reward.

The percentage of stuttering cases that were reported by the
respondents is very much smaller than the percentages quoted in the
litera ture review.

This indicates that either Utah has fewer stutterers

than is reported on a national basis or that the clinicians are not
scheduling as many stutterers in their caseloads as they could schedule.
The percentage of repaired clef t lip and palate children in post
operative therapy reported by Utah Clinicians does not differ greatly
from the pe r centages quoted in the literature review.
Twenty-two tongue thrust cases were reported as being seen by four
clinicians.
review.

There was no mention of tongue thrust in the literature

One clin ician in thi s study reported fourteen tongue thrust

cases in her case l oad.

Eighteen cereb ral palsy cases were reported, which makes a percentage
of .6.
and 4.0.

The literature review reported percentages ranging between 1.0
The cereb ral palsy children who attend the public schools are

usually not severe cases and do not require extensive speech therapy.
Severe cases of this type who are in need of speech therapy will usually
be found in a private clinic or special training situations.
Names and titles

Throughout the short hist ory of speech pathology, clinicians have
not been sure as to what their official title was.

Even today there is

still confusion as articles for and against ce rtain names appear in the
professional journals.
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On the questionnaire, the clinicians were asked to give their
posi tion or their ti t le.

It was interes t i ng t o no t e the different ti t les.

Table 8 lists these titles and t he n umbe r of clin icians using the tit l e.

Tab le 8 .

Names and titles.

Title

Number of clinicians
~~

Speech Th e rapist
Speech Cl ini ci a n
Communica t ive Di s o rders Specialists
Speech Pa thologist
Speech and Hearing Therapist
Audio l ogis t
Speech Co rrec tionist
Speech and Hearing Clinician
Hea r ing Th erapist
Coo rdi nat o r

Audio l ogi s t and Speech Therapist
Communicat i on Specialist
Resour c e Teacher

a , b,c, The hearing personnel who r esponded to t he ques t ionnai r es
had a f u l l caseload of a l l types of prob l ems -- no t j ust h ard of hear i ng
cases.

38

Thirty-two percent of the clinicians preferred to refer to themselves as speech therapists, 12 percent preferred speech clinician, and
12 percent preferred communicative disorders specialists.
It would be beneficial, not only to clinicians and persons concerned
with the speech and hearing profession, but also to the general public,
if there was a common title for persons administering speech therapy.
On this subject, there have been conflicts of opinion as to which
name would best represent speech personnel.

For example, some feel the

term "speech pathologist" presents the best professional image, whereas
some feel the term

11

Speech therapist" best describes the functions

carried on by the profession.
The clinicians responding to the questionnaire are representative

of others in the field in that a great discrepancy exists in the titles
used and preferred.
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CONCLUSIONS AND RECOMMENDATIONS
Thi s summary will review the major points brought out by the study
an d t hos e discussed in the review of literature.

Recommendation s will

be made as a result of the study in the hope that they will provide the
bas i s fo r improvement in the Utah publi c school speech therapy programs.
It is r ecognized that it will take time before such recommendations
could be implemented and have an impact throughout the state.

It is also

recognized that through continued research, and the pressure gener a ted
f rom res ulting recommendations, improvements and progress will result in

this impo rt ant a rea of speech therapy.
The r ec ommendations will reflect to some extent the information
de ve l oped by pre vious researchers as well as this researcher.

The

opinions of the writer were derived in large measure from her studies and

experie n ce , limited though it may be , in the field.

Paramount is the

desire t o see th e sy stem improved with i n the limitations that it faces.
Hopeful l y , oth e r studies will also generate increasing pressure based
upon un de r s t anding that will result in increased support to achieve some
of th e r ecommendations that follow.
Scheduli ng methods
The block sy stem of scheduling is favored over the intermittent
sys t e m by mos t r es earchers who have studied and compared the two systems.
The data generat e d b y this study, however, indi cates that 63.2 percent
of t he Ut ah c l i ni cians use the intermittent sys tern of scheduling.

Also,

the literature indicated that many clinicians did not understand nor were
they acquainted with the block system.
Since there is evidence to support the premise that better therapy
results from the block system, the following recommendations are proposed.
1.

It is recommended that a pilot study be initiated in selected

public schools to gather comparative data with respect to the block
system and the intermittent system.

Such a pilot project should be

monitored so that valid data could be collected and used to ascertain
the relative effectiveness of the two systems.
2.

Since there is evidence to support the premise that a large

number of clinicians do not understand nor are aware of the block system,

it is recommended that an effort be made by training institutions in
assuring that students are up to date and know of the alternative methods
available for use.

Also, students should have access to the latest

research in the field.
3.

Since the dissemination of information is a problem, it is

recommended that a program to encourage more writing and more study on

this subject be initiated.
4.

It is recommended that school principals and teachers be

included in mailing lists of published material so that their support can
be assured to help overcome the problems presently encountered in sched uling.

Increased understanding on their part should remove some of t he

roadblocks to better scheduling .
5.

The review of literature made this writer aware of the fact th at

research in the public school area is not plentiful.

It is r ecommended

that public school clinicians be made aware of their responsibility to
contribute research for the improvement of speech therapy programs .
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Caseload Size
The majority of the Utah clinicians who participated in this study
showed a wide divergence from th e caseload size suggested in the literature review.

Since the data indicated a trend for clinicians to shift from a
heavy articulation load to a caseload filled with more difficult and
diverse disorders, many of whom must be seen individually, the following
recommendations are proposed.

1.

It is recommended that the Utah State Board of Education recon-

sider the recommended caseload of no less than 65 and place it according
to types of disorders that are prevelant in the caseloads of individual
clinicians.

2.

Since the working time of a clinician may very wel l affect the

size of her caseload, it is recommended that the Utah State Board of
Education con sider a possible caseload size for part time clinicians.
Caseload composition

There was a wide divergence between the data indicating the percen tages of articulation, delayed speech and language, and stuttering seen in
Utah and the range of percentages quoted in the literature review.

In

view of these differences, the writer will make recommendations concerning
these three disorders.
Although the data showed that articulation cases comprised the majority
of the caseload, the percentage was considerably lower than t he percentages
from the review of literature.

The trend t o shift from a vast articulation

load is encouraging and it is the opinion of this writer that this trend
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in Utah is in the right direction.

A decrease in ar ticula tion load will

leave more time for at tention to more se r ious problems.

It is therefore

recommended that:
1.

Clinicians at tempt to see only those articulation cases who,

in their professional j udgment, either will not self correct or are
severe enough to interfere with the child 's ability to communicate.
2.

Tr aining ins titutions make an attempt to place more emphasis on

the therapeutic proce dures for cases other than mild articulation.
The data indicated that the percentages of delayed speech and
language cases in the Utah public schools were considerably higher than
the range of pe r centages listed in the literature review.

No re commenda-

tion, therefore , is being made in th is paper for change because this
trend to include more delayed speech and language children in a caseload
is encouraging t o the writer .
It is recommended, however, that c l i ni cians, teachers, parents, and

principals be made aware of the potential seriousness of a delayed speech
and language disorder and the negative effect it can have on th e future
and success of th e child .
Unfortunat ely, the data indicated that comparatively few stuttering
cases were being seen in the Utah school caseload.

As a result, the

following re commendations are being made.
1.

It is recommended that more appropria te screening procedures to

find stuttering cases be included in the wor kloads of clinicians throughout the Utah public school system.
2.

Training institutions should make an attempt to be tter train

clinicians to be able to effectively work with stut t e rin g cases.
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3.

Requests should be made for teachers to be aware of and refer

any students in their classes who may stutter.
There were no wide divergences between the data indicating the
percentages of the remainder of the speech disorders discussed in this
paper and the range of percentages quoted in the literature review.

With

this in mind, the writer will make some general comments and recommendations concerning these remaining disorders.
The inclusion of children with learning disabilities into speech
therapy caseloads is an encouraging sign that clinicians are attempting
to handle more difficult cases.

Therefore, no recommendations are being

made for change.
Since speech improvement cases are generally cases that deviate

within the range of normal, it is recommended that clinicians do not
include speech improvement cases in their caseloads unless there is

either a possibility that the child's speech will deteriorate without
therapy or the caseload of the clinician is under control and has room
for speech improvement cases.

Since the necessity of postoperative therapy is recognized, the
following recommendations are being made:
1.

Clinicians work with children with repaired cleft lip and

palate who need therapy in order to prevent any speech problems which
may be currently developing or to help remediate those speech problems
the child has already developed.
2.

If a child is not seen in therapy, it is recommended that the

clinician make periodic checkups on the child in order that any developing speech disorders may be stopped.
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The importance of speech therapy for bilingual children, voice
disorders, special education and TMR children is recognized, therefore,
no recommendations are being made for change.
Limitations of the study
TI1ere are limitations which accompany some of the minor details of
the organization of this study.

TI1ese limitations must be recognized

and listed in order that future studies may avoid the misunderstandings
and difficulties that have arisen as a result of these limitations.
First of all, it was evidenced by the data of this study that many
c linicians were not clear as to the meanings of the two therapy delivery
systems being investigated; intermittent, and block.

In view of this,

it would be helpful if a similar study not only requested the clinicians
to describe, in detail, the type of systems they were currently using.

With this information, the researcher would be able to more effectively
assess and determine the type of system the clinician was using.

A more

accurate description would develop as a result of the clinician's assess-

ment and would prove to be more useful in the study.
Second, a short statement by the participating clinician as to why
she uses a particular system and not another would add valuable information and insight into the pros and cons of the effectiveness of a particular svstem.

This type of information is scarce in the literature and

,;auld prove useful in terms of understanding different viewpoints.
Third, i t was recognized by the researcher that many clinicians
used different terms for the same disorder.

As a result, there were many

different names of cases reported that should have been listed under the
same category.

Therefore, it would be useful for a similar study to list

a brief and clear definition of each disorder and list other possible
names used for the same disorder.

This would eliminate a certain degree

of confusion and would facilitate the reporting and understanding of the
data .
Last of all, it is recommended that if a similar study is initiated ,
an attempt be made to obtain a response from every person receiving a
questionnaire in the study .

An attempt should be made to locate and

include in the study clinicians that have been recently hired and whose
names do not appear in the directory.
It is apparent from this study that the critical variables of the
delivery model and caseload size and composition need further research.
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Appendix A
Letter of Explanation Sent to Each Clinician
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UTAH

STATE

UNIVERSITY

LOGAN. UTAH 843
COLLEGE OF EOUCATiv:·J

DEPARTMENT OF
COMMUNICATIVE
DISORDERS

March 17, 1972

As a thesis project, we are sending out the enclosed questionnaries

to all the public school dis tricts in the State of Utah.

We wish to obtain

data concerning the types of delivery models of speech therapy, and the
percentages of speech problems that make up the general case loads of the
public school clinicians in the State of Utah.

We would greatly appreciate

your cooperation in filling out the questionnarie and returning it to us

by April 1, 1972.
Thank you for your time.
Sincerely,

Jocelyn A. Taylor
Graduate Student

Jay R. Jensen, Ph.D.
Head, Dept. of
Communication Disorders
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Appendix B
Questionnaire Sent to Each Clinician
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me

Position

hool District

Full Time

P·

of Speech Cli nicians in District

----

---

Part Time

----

No . of Schools in District

LIVERY MODEL OF SPEECH THERAPY
1eck the one most closely related to your system

1---- Block Syste m, (3-5 days a week per child. Therapy at one school only until
cases a t that school are t erminated.)

---

all

Individual ther apy

___ Group therapy (specify)
~-

· her:

Intermitten t system.

( Se rvice to all schools in your assignment at the same time.)

---

Individual therapy

---

Group therapy (specify)

(specify)

SELOAD (exclusive of screening)

r--- Number of children currently being seen by you .
_

Estimate number of chi ldren seen by you fo r therapy during the school year 1971-72.
No . of speech problems you are currently s eeing:
7-12
4-6
K-3rd
Pregrade
2rade
rade
S~hool

No . of
BOYS

Articulatory

No.of
GIRLS

TOTAL

- - -'-------

·--

Voice
Pas toperative
a. Cleft Palate
b. Cleft Lip
c. Both

·--··

·-··---

w•

__ .,_, __

--

---·--- - - -

De laved Speech

·--··- S tut te ring

Aphasia

- - ··· ·--Hard of Hearing
a. Lip Reading
b. Auditory
training

----

-- --···--

Foreign Speech
(bilingual)
Cerebra l Palsy
Oth er

-

-·-

-· ..

---

--·

-----
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Appendix C
Data Collection Sheets for Types
of Speech Problems in Caseloads
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DATA COLLECTION SHEET
for
Articulation
Pre-school

Boys

Girls

Total

30

22

16

38

28

22

35

28

12

40

33

29

14

43

34

23

26

49

27

22

49

K.-3rd grade

30

4-6 grade

7~12

grade

12

31

33

32

28

38

24

14

38

42

30

72

33

25

58

35

32

45
11

13

37

41
·.1

26

51

59

110

11

26

13

39

45

13

35

23

58

36

19

28

27

71

32

15

32

15

47

30

12

26

16

42

46

14

42

18

60

38

13

37

14

51

63

17

28

4

8

16

21
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DATA COLLECTION SHEET
for
Delayed Speech
Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys

17

Girls

Total

8

17
10

4

1

12

13

1

15
6

8

2

3

1

1

10

10

10
1

1
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DATA COLLECTION SHEET
for
Language

Pre-school

K.- 3rd grade

4-6 grade

7-12 grade

Boys

Girls

Total
37

37

4

22

22

12

200

24

16

10

29

123

57

266

58

'DATA COLLECTION SHEET
for

Language

Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys

Girls

Total
16

16
3
20

18

25

11

8

11

49

49

13

13

22

11

11

10

10

16

149

22

10

13

15

81

40

50

207
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DATA COLLECTION SHEET
for
Learning Disabilities

Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys

Girls

Total
8

15

0

29

17

8

15

16

33

60

DATA COLLECTION SHEET
for
Hard-of-Hearing
Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys

Girls

Total

Lip - Reading
1
1

1

1
1
11

0

Audi t ory Tr aining

12

1

1

4

6

16

21

10

16

1
34

30

39

52

20

47

29

112

61

DATA COLLECTION SHEET
for
Foreign Speech
Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys

Girls

Total
4

1
1

1
1

5
2

1
8

8

11

23

12

23

15

15

6

75

14

39

29

81
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DATE COLLECTION SHEET
for
Voice
Pre - sch ool

K.- 3rd grade

4-6 grade

1

7-12 grade

Boys

Girls

Total

1

5
1

1
1

1

1

1

5
1
1
1
4

63
Voice (cont.)
Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys
1

Girls

Total

1

1

5

0

37

29

8

4

15

52

19

81

64

DATA COLLECTION SHEET
for
Stuttering
Pre-school

K. -3rd grade

4-6 grade

7-12 grade

Boys

Girls

Tot al

1
1

1

1

1
1

1

1
1

1
1

4

1

3

1

0

17

24

38

51

65

DATA COLLECTION SHEET
for
Post operative

Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys

Girls

Total

Cleft Pala te

1

1

1

3

13

1

18

66

DATA COLLECTION SHEET
for
Cerebral Palsy
Pre-school

K.-3rd grade

4-6 grade

7-12 grade

Boys

Girls

Total

1
1

1
1

12

18

67

' DATA COLLECTION SHEET
for

Pre-school

K. - 3rd gr a de

0

4-6 grade

0

7-12 grade

Boys

0

Girls

Total

68

DATA COLLECTION SHEET
for
Mis ce llane ous
Pre- school

K.-3rd grade

4-6 grade

7- 12 grade

Boys

Girls

Total

Tongue Thr ust

1
10

9

13

0

8

14

13

22

Special Ed. & HIR

15

18

ll

-1-

0

25

19

45

50

35

85

60

40

100

Speech Improvement
100

Psycho-Soma tic Hearing Loss

Auditory Perce ptual Disorders
27

35

Cluttering
1
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